In 2006, a Colombian Constitutional Court decision legalized abortion in cases of risk to a woman's physical or mental health, fetal malformation incompatible with life, or rape or incest. This decision resulted from legal action brought by feminist groups, and frames abortion as a human right. Advocates played a key role in implementing the new law by educating providers and the public about its broad interpretations.
METHODOLOGY FOR ALL CASE STUDIES
This case study is one of six comprising a comparative examination of varied countries' approaches to the implementation of national abortion service programs, following changes in laws or policy guidelines that established or expanded access to services. In addition to Colombia, case studies were conducted in Ghana, Ethiopia, Portugal, South Africa, and Uruguay, as they had all either implemented new abortion laws or policies, or changed interpretations of existing laws or policies, within the past 15 years. Each study used the Integrated Promoting Action on Research Implementation in Health Services (i-PARIHS) framework to organize the analyses. i-PARIHS posits successful implementation to be a function of the innovation to be implemented and its intended recipients in their specific context, with facilitation as the "active ingredient" aligning innovation and recipients. 1 For each country case, two types of data sources were used: an in-depth desk review and 8-13 semistructured, in-depth interviews with key stakeholders and experts in each country, selected in collaboration with in-country partners. Respondents provided written informed consent and were guaranteed confidentiality. Several respondents from each country served as in-country coauthors, in doing so giving up their anonymity as participants of the study, although no quotations provided as respondents are directly attributed to them.
Respondents included healthcare providers, public health and government officials who had been involved in establishing or expanding the service, academics, and members of nongovernmental organizations (NGOs) and legal and feminist advocacy groups; in some countries interviewees came from the full range listed, in others, from a subset demand that every law or decision be in accordance with the protection of these rights. 4 In 2006, the Colombian Constitutional Court to women who had been denied or had difficulty obtaining legal abortions, and documented these experiences. 7 Such advocacy efforts led the Court to issue at least 15 other decisions to protect Colombian women's access to abortion.
Particular features of the Colombian healthcare system are key to understanding successes and barriers in the implementation of the new abortion law. In 1993, a national health system was established that aimed to provide universal access to health care, now considered a right of all Colombians. This is a public-private system financed primarily through contributions from employers and workers and includes a subsidized regime for the poor and unemployed who receive services for small or no fees. All citizens are entitled to receive the same basic package of healthcare services.
An element of an earlier health system reform was to decentralize the provision of health services, which are now provided at the local level. 8 The health management information system was also decentralized. 3 The reform has resulted in remarkable increases in healthcare coverage (from 23% of the population in 1990 to 97% in 2015), decreases in out-of-pocket spending, improvement in overall health status, and reductions in maternal and infant mortality rates. 8 Despite these successes, inequities persist: rural and poor urban people have much lower coverage rates, and quality of care can vary dramatically. 9 The high number of people displaced due to long-standing internal conflict (one of the world's highest at 6.4 million) came mostly from rural areas, which further aggravated geographical health inequities. 8 
| INNOVATION
The Colombian abortion law was groundbreaking in that it was one of the first judicial decisions to uphold abortion rights on the grounds of equality and human rights. 5 This decision came in response to a constitutionality challenge that was based on the premise that a total prohibition of abortion was against women's fundamental rights, including the right to life, health, and physical integrity; the right to equality and nondiscrimination; and the right to dignity, reproductive autonomy, and development of personality. 10 As a result of decision ). would not easily translate into the establishment of abortion services.
| RECIPIENTS
The same civil society organizations that had lobbied for legal change played a key role facilitating access to abortion during this period. ics (62% by manual vacuum aspiration and 36% with medication). 16 These organizations were also essential in registering misoprostol for use in medical abortion, and in introducing mifepristone in the coun- 
| REMAINING CONCERNS
The most important concern about the implementation of abortion services in Colombia is that few legal abortions are being performed, and that illegal ones still prevail. 22 Importantly, it is difficult to quantify The estimates for abortions performed nationally are limited and not up to date. 23 However, they suggest that there is a large gap between the total numbers of abortions performed and the numbers of abortions legally reported. For example, for the region of Bogotá, the latest estimates are that 117 000 legal and illegal abortions were performed in 2008, 23 whereas only about 10 000 legal ones were reported in 2014 and 2015. 16 The main barriers to accessing legal abortion are lack of knowledge of the law, narrow interpretations of the law, and lack of service provision at the health sector level. 21 Lack of information is central to the problem as it affects women who are not aware of their rights, and providers who do not have comprehensive knowledge of the law and remained confused that abortion is a right under certain indications but remains a crime otherwise.
Fluctuating political will has also been a key barrier to establishing abortion services in Colombia. Respondents cited several examples of specific health sector initiatives that were established to increase access to abortion, but which were later dismantled owing to changes in political leadership. One such case involved a public hospital in Bogotá in which women's health services including abortions had been established, but these were closed with the arrival of a new mayor who did not prioritize the implementation of abortion services. Another remaining concern is provider resistance to providing abortion services due to conscientious objection. While conscientious objection is well defined in Colombian law, and abortion advocates have made efforts to educate providers and the public, the constraints on it are not enforced. 24 According to statistics by the Health Department of Bogotá, 16 of the 3% of abortions performed in the public sector, 58% were by sharp curettage, which imposes risk and has not been the recommended standard of care for several years. 25 According to one interviewee, one barrier to using manual vacuum aspiration is that the equipment itself is stigmatized as something only used for induced abortion. In addition, physicians do not receive training in manual vacuum aspiration during their undergraduate or graduate medical education.
Training in dilation and evacuation (D&E) for second trimester abortions is also scarce. Second trimester terminations are performed by induction of labor, except at Oriéntame where providers were trained abroad to perform D&E.
| LESSONS LEARNED
The Colombian law is exemplary in its focus on human rights, its provisions on conscientious objection, and its lack of gestational age limits. In Colombia, civil society played a catalytic role in obtaining legal change and implementing the new law. Feminist groups used legal advocacy to obtain legal access to abortion on specified grounds and promoted implementation by strategically educating providers and the public about the Constitutional Court's broad interpretation of the law, and particularly of the health exception.
They also provided ongoing legal support to women who were being denied abortions, thus identifying barriers to obtaining abortions and leading to further legal protections for Colombian women seeking abortions.
However, implementation of the law has been limited by a complex public-private healthcare system with inadequate government oversight. Despite being mandated by law, many hospitals and clinics have failed to establish abortion services. Civil society groups, including some physician advocates, have stepped up and played a leadership role, as nonprofit organizations were quick to launch services and now provide a majority of abortions throughout the country.
Despite these efforts, the 2006 Colombian abortion law has not led to equitable access to safe abortions. There is no accurate registration of abortions in Colombia, since a centralized monitoring system was not included in the initial planning strategies. Further efforts are needed to ensure that these data are available while maintaining patient confidentiality. However, it is known that the number of legal abortions being performed remains relatively small, and that clandestine, often unsafe abortions are common. Lack of information about the law and lack of political commitment to ensure that it is implemented remain important barriers to accessing abortion services.
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